SUMMARY In 500 consecutive procedures of elective coronary angioplasty attempted at a centre with a primary success of 86%, one or more major acute complications occurred in 34 cases (6-8%). Twenty four patients (4-8%) sustained an acute myocardial infarction (in six this was despite emergency coronary artery bypass surgery) and two patients (0-4%) had emergency coronary bypass without myocardial infarction. Ventricular fibrillation was a complication without sequelae in five (1 0%) patients; one (0 2%) patient died because of refractory ventricular fibrillation and ensuing electromechanical dissociation. "Benign" coronary artery rupture occurred in one (0-2%) patient, and one (0-2%) patient had elective coronary surgery to retrieve the tip ofa fractured guide wire after an otherwise successful angioplasty.
84 (7) 82 (6) Steffenino, Meier, Finci, Velebit, von Segesser, Faidutti, Rutishauser successful procedure and responded promptly to DC shock. It was possibly caused by transient coronary spasm, which could not, however, be documented at follow up coronary angiography. Ventricular fibrillation was a complication in 3-4% of cases of chronic total coronary occlusion and 0 6% of cases with less severe lesions (p < 0-02).
Side-branch occlusion. In 11 cases (1-9% of vessels and 2-2% of patients) a side-branch (fig 1) became occluded during or immediately after percutaneous transluminal coronary angioplasty. Occlusion was as common during attempts on chronic occlusions as it was during attempts on stenosis (2-3% and 1-8% of cases, respectively). A policy of conservative management was followed in all cases. In two cases the presence of collaterals prevented the occurrence of myocardial infarction. In nine patients a rise in the activity ofplasma creatine kinase indicated a myocardial infarction (mean peak 614 (328) IU/1, range 280-1200 IU/1, normal value < 280 IU/1).
Occlusion of a dilated vessel. Acute occlusion occurred in 30 (60%) of 503 attempted stenoses (6 8% of440 patients at risk). In 22 (73%) cases, it occurred in the catheterisation laboratory during or immediately after the procedure and in eight cases on the ward. In five of these eight it was sudden and unexpected (mean 6-2 hours from the end of the procedure (range 2-12 hours)); the other three cases had symptoms and signs of coronary occlusion 20, 24, and 48 hours after the procedure, within 1-3 hours of stopping intravenous heparin infusion. In 21 (70%) of 30 cases of vessel occlusion there was angiographic evidence ofintimal dissection at the end of the procedure (fig 2) . In three cases, occlusion occurred before balloon dilatation while the guide wire was being advanced, and it was probably caused by the plaque being raised. In only one case did angiography strongly suggest coronary spasm; however, there was a poor response to Acute complications of elective coronary angioplasty: a review of 500 consecutive procedures was 86 (6)% compared with 80 (10)% in vessels without this complication (p < 0 05). Acute occlusion was more common (table) after dilatation of the right coronary artery (1433%) than the left anterior descending coronary artery (4 2%) (p < 0 02) and the circumflex coronary system (2-7%) (p < 0-01), with no significant difference between the last two arteries. The mean luminal diameter stenosis before percutaneous transluminal coronary angioplasty was not significantly different for the three vessels. The frequency of acute occlusion of a coronary vessel was not significantly different in men and in women (6-5% and 2-9%, respectively) or in patients with New York Heart Association class IV angina and with less severe angina (4-6% and 64%, respectively). All patients with complications ofocclusion ofa main vessel or side-branch were discharged alive.
One patient had a benign coronary artery rupture and another needed an operation to retrieve the tip of a fractured guide wire after an otherwise successful double-vessel percutaneous transluminal coronary angioplasty. It was performed one day later and it was uneventful.
There was no significant difference between the mean age of patients with and without complications (56 (10) and 55 (9) years respectively).
Discussion
Primary success in our series (86%) is similar to that in other recent reports'"14 in which a lower percentage of multivessel procedures were performed.
Angioplasty of isolated chronic total coronary occlusions was performed in 12 % ofour series. Acute reocclusion of the recanalised vessel in this setting is usually uneventful.'5 Such procedures should, therefore, be excluded before calculating the frequency of major complications of procedures at risk.
The most frequent coronary vascular event in our patients after a dilatation attempt was acute occlusion of a previously patent coronary vessel. It occurred in 688% of procedures at risk in our series. Acute vessel 155 
